Introduction
We report a patient with an initial episode of anterior shoulder dislocation following a seizure and highlight the need for regular follow up to detect and treat recurrent anterior shoulder instability.
A 20-year-old patient known to suffer from epilepsy, presented to the A&E with a painful left shoulder following a seizure. On examination of the affected shoulder there was a loss of deltoid bulge and fullness in the anterior chest wall inferior to the clavicle. Palpation revealed an empty glenoid and all shoulder movements were painful with associated muscle spasm. A restriction of adduction and internal rotation of the shoulder was noticed. There was no neurological deficit and the radial pulse was palpable. Radiographs revealed an anterior dislocation of the shoulder of the subcoracoid type. There was no evidence of an anterior glenoid rim fracture or a Hill Sachs lesion on the initial radiographs. The shoulder was reduced under intravenous sedation by the Kocher's method and the arm placed in a cuff and collar sling with a reinforcing body bandage. The patient was the referred to the orthopaedic team for regular follow-up to detect and treat any recurrent shoulder instability.
Discussion
Shoulder dislocations comprise of 45% of all dislocations of which 85% are of the anterior subcoracoid type. 1 In patients with epilepsy the commonest type of shoulder dislocation following a seizure is the posterior type. 1 The mechanism here is an axial loading of the adducted internally rotated arm from violent muscle contraction during a seizure. 1 Though not common after a seizure, an Although these are treated similar to usual anterior dislocations of the shoulder they need regular follow up to detect any recurrent shoulder instability for which the treatment will involve skeletal reconstruction. We report a case. anterior shoulder dislocation after one, merits special attention due to the high incidence of recurrence and therefore the need for surgical reconstruction.
Buhler et al., 2 in a study of 34 shoulders in 26 patients with initial dislocation after a seizure, found that 13 patients had anterior instability of which 12 were recurrent as opposed to only 2 patients of 13 who had posterior dislocations. Large bony lesions (Hill Sachs lesion and anterior glenoid rim fractures in anterior dislocations and reverse Hill Sachs lesion and posterior glenoid rim fractures in posterior dislocations) were the hallmark of shoulder instability after seizures. They also suggested skeletal reconstruction in patients with anterior instability to obtain clinical stability. The re-operation rates were 40% in these patients as opposed to 12% in posterior instability indicating that anterior instability after a seizure was indeed a difficult problem treat.
Conclusion
Seizures in patients with epilepsy can cause shoulder instability and the recognition of anterior instability is of importance. This case report has been prepared to highlight the not so common yet not rare occurrence of anterior shoulder dislocation after an epileptic seizure, the high incidence of recurrence in these patients, the need to recognize bony lesions on the radiographs and finally specialist referral of these patients for possible skeletal reconstruction to obtain clinical stability.
